Maintenance of well-being is recognized as important for well-being in residential care, but the particular contribution that social groups and group activities make in this context is rarely considered. To understand how we can foster well-being in care, this study explores (a) older adults' general experiences of life in long-term residential care and (b) their particular experiences of participation in this group intervention. Ten semi-structured interviews were conducted with long-term care home residents and interview transcripts were analyzed thematically. Thematic analysis revealed two overriding themes that illustrated participants' general experiences of life in care. The first theme, "care home as home," suggests that adjustment and positive social relations with carers play a role in enhancing well-being. The second theme, "being stuck," describes a general sense of confinement and a lack of control associated with living in long-term care. The significance of collective engagement became evident in relation to this second theme. Specifically, participants' involvement in the group activity considered here was experienced as making a positive contribution to building social relations with other residents and, in doing so, as reducing residents' sense of confinement and lack of control. Engagement in the group intervention and the resulting positive social relationships were thus experienced as a means of counteracting participants' sense of being stuck. Overall, the findings point to the importance of group activities in fostering older adults' autonomy and control-and thus well-being-in care.
This work was extended by Haslam et al. (in press-a) who examined how collective empowerment of this form, in the more common context of home redecoration, influenced cognitive integrity. In this study, residents were assigned to one of three conditions: (1) an empowered intervention condition, in which residents chose the plants, pictures, and wall color of their lounge, (2) a comparison condition where staff made these decisions on behalf of residents, and (3) a control condition, where there was no change. Residents in the empowered condition showed significant overall improvement relative to those in other conditions, both in cognitive function and social engagement.
These studies show that group-based interventions aimed at facilitating residents' choices can increase people's sense of ownership and engagement as well as contribute to a sense of belonging-all of which are key to maintaining well-being (Brink, 1993; Haslam et al., 2008; Hauge & Heggen, 2007; Jetten & Pachana, 2011; Knight et al., 2010; Ozaki, Uchiyama, Tagaya, Ohida, & Ogihara, 2007) . Thus, combining these elements of empowerment, engagement, and social interaction may provide a recipe for optimizing well-being outcomes among care home residents.
Social identity, health, and group intervention
The relationship between empowerment and social belonging-and more precisely a shared sense of social identification-is well established in the social and organizational psychology literature (Haslam, 2004; Haslam et al., 2009) . Drawing on social identity and self-categorization theories (Tajfel & Turner, 1979; Turner, Hogg, Oakes, Reicher, & Wetherell, 1987) , this literature shows that positive interaction and engagement with others can provide the basis for developing a shared sense of identity-or "we-ness"-which, in turn, has positive effects on various dimensions of social functioning and well-being.
The approach has recently been extended to understand why people who are more socially connected have better health (e.g., see Berkman & Syme, 1979; Boden-Albala et al., 2005; EversonRose & Lewis, 2005; House, Landis, & Umberson, 1988) . Here it is argued that membership in self-defining social groups (e.g., those defined by family, work, community, sport, religion) is key to gaining health benefits (Haslam et al., 2008; Jetten & Pachana, 2011) . However, this is dependent on the degree to which these groups are psychologically integrated into one's self-definition and other group members are therefore embraced as "we" or "us." It is only when group membership becomes an integral part of the self that groups provide a vital source of health-enhancing emotional and social support to counteract the effects of stress and adversity imposed by trauma and illness. In effect, such groups offer a psychological resource to contend with life's challenges (Haslam et al., 2008; Iyer, Jetten, Tsivrikos, Postmes, & Haslam, 2009; Jetten, Haslam, Pugliese, Tonks, & Haslam, 2010; Jones & Jetten, 2011) .
The ladies' and gentlemen's clubs
Numerous social intervention studies have demonstrated the positive effects that social identification has on the well-being of seniors in care (Gleibs, Haslam, Haslam, & Jones, 2011a; Gleibs et al., 2011b; Haslam, Jetten, Haslam, & Knight, 2011; Haslam et al., 2010 , in press-a; Knight et al., 2010) . For instance, in Gleibs et al.'s (2011b) study the benefits of a specific genderbased intervention, involving the formation of ladies' and gentlemen's clubs, was examined.
This study was the result of resident-driven intervention, initiated by a group of men in care who developed a gentlemen's club. The club allowed its members to engage in activities of their own choosing (e.g., outings to museums, lunches, pub visits, excursions) in addition to providing them with an opportunity for social interaction related to gender-specific issues (e.g., past work experiences and shared interests). Informal observations by the home's care staff, and conversations with the club's participants, indicated that these group activities were beneficial for the men's wellbeing, especially in creating relationships with others. As a consequence, women residents also expressed a wish for similar opportunities, thus giving rise to a ladies' club.
To examine the effects of this particular activity, new ladies' and gentlemen's clubs were created in several care homes managed by a care provider in the southwest of England. Participants in these clubs were involved in decisions about the group's activities, which included outings, flower arranging (women only), movie afternoons, and lunch-time outings. Groups met on a fortnightly basis and were facilitated by a staff member of the same gender as the group. All facilitators were experienced care staff who had introductory training in delivery of the activity and could turn to the Education and Training Coordinator of Cornwall Care for support.
The initial effects of these clubs (5 gentlemen's and 4 ladies' clubs) are reported in Gleibs et al. (2011b) . After 12 weeks there was evidence of maintained well-being and identification with other residents for women, but a significant and marked improvement for men. Only among men was there a significant reduction in symptoms of depression and anxiety and an increased sense of identification with others in care. The group intervention, therefore, had particularly strong benefits for men, who are a minority in care, fostering an increased sense of belonging.
However, like other studies in this area (e.g., Haslam et al., 2010; Knight et al., 2010 ), Gleibs et al.'s (2011b quantitative analysis offered little in terms of understanding residents' subjective experiences of this group intervention. Yet, such an understanding is important given that experiences of autonomy and well-being are often highly subjective. Moreover, in order to develop optimal social interventions, it seems essential to take the subjective views of older adults living in care into account. Here we aim to address this issue by adopting a qualitative approach.
The current study
The present study formed part of a larger, mixed-method research program evaluating the impact of the previously mentioned gender-based social intervention on adjustment to life in residential care. The research program drew on the social identity perspective, with an analytic emphasis on participant's autonomy and well-being. While Gleibs et al.'s (2011b) quantitative study assessed the intervention's impact on a range of cognitive and social outcome measures, the current study aimed to explore the experiential phenomenon of (a) living in residential care and (b) participation in the gentlemen's and ladies' clubs.
As already indicated, a qualitative stance was adopted to examine the following (initial) research questions: (1) How do older adults experience life in long-term residential care? (2) How do residents experience participation in the clubs? Semi-structured interviews were conducted with residents who had taken part in the intervention, and interview transcripts were analysed using thematic analysis (Braun & Clarke, 2006 ; see further on for details). Importantly, though, in the process of conducting this study, the clubs were unexpectedly discontinued due to funding cuts.
Because all interviews were conducted after the intervention was discontinued, the residents' loss of these clubs became part of their experience. Given this, the second research question was adjusted accordingly to examine this loss.
Method

Participants
Residents in five southwest England care homes were contacted via their respective home managers and invited to take part in this study. Care managers assisted in identifying participants who met the following inclusion criteria: ability to provide independent informed consent, had involvement in the gender clubs (i.e., the social intervention), and had sufficient physical and mental stamina for participation in an interview. Ten participants (5 men, 5 women, all White and British) agreed to take part and were recruited from five different residential facilities that were all run by the same provider. All participants had been members of the ladies' and gentlemen's clubs for severalmonths before they were discontinued due to funding cuts. Participants had spent between 2 and 9 years living in residential care and their ages ranged between 76 and 99 years.
Procedure
As already mentioned, the social intervention under consideration here-the gentlemen's and ladies' clubs-was initiated by residents. Participation in the clubs was voluntary and informal, and residents who joined the clubs chose the activities in which their respective group took part. However, as already stated, for staffing and financial reasons the clubs were discontinued.
The data collection took place 2-4 months after the clubs had ceased. Interviews were between 20 and 40 minutes in length, were audio-recorded, transcribed verbatim, and were fully anonymized. In the following result section pseudonyms are used.
Interview Schedule and Data Collection
Following ethical approval (provided by the Psychology Ethics Committee at the researchers' university), data were collected by members of the research team. A semi-structured interview schedule was used, designed to elicit accounts of (a) participants' experiences living in care and (b) experiences of participation in the ladies' and gentlemen's clubs. Open-ended questions were designed to elicit spontaneous accounts and reflections, while more specific probes were used to explore in greater depth participants' original explanations. The interview schedule was refined in response to a pilot interview that served to gauge the appropriateness of our questions and prompts.
Participants were interviewed individually in their own rooms, with one exception where three participants' requested a collective interview in the presence of two members of care staff.
Analytic Strategy
Data were analyzed using thematic analysis (Braun & Clarke, 2006 )-a method for coding, analyzing, and reporting themes within qualitative data. Thematic analysis is compatible with an inductive, data-driven approach while, at the same time, allowing for a more deductive integration of prior theory and research (Allen, Bromley, Kuyken, & Sonnenberg, 2009) . Because this analytic approach is appropriate for use in multi-method contexts, it allowed for the present study's embeddedness in a larger research program that included a quantitative component.
A detailed description of the analytic process followed for this study can be found in Allen et al. (2009) . In brief, the analysis aimed to establish a hierarchy of overarching or main (analytic) themes and subthemes, with the latter remaining as close as possible to the verbatim transcripts. In line with Braun and Clarke (2006) , initial coding involved the identification of expressions, events, and actions that depicted ideas pertinent to the research questions. The appropriateness of initial codes was checked by each member of the research team (i.e., early coding was carried out individually and emergent codes were subsequently discussed collectively among the researchers to ensure their reliability). Initial codes were then further differentiated (i.e., so as to reflect different nuances of meaning) or grouped together (i.e., to reflect shared meanings), thus gradually allowing for the development of an analytic hierarchy of explanatory themes. The analytic process was iterative (i.e., involving constant comparison between transcripts, excerpts, and code) to ensure that the resultant thematic structure remained grounded in the data. Again, the integrity and coherence of the emerging thematic hierarchy was checked regularly throughout analysis by every member of the research team (both individually and collectively).
Findings
As already stated, the study's objectives were twofold: (1) it aimed to explore older adults' experiences of living in long-term residential care and, in that context, (2) their experiences of participating in a specific group activity, namely the gentlemen's and ladies' clubs (including the loss of these clubs due to financial constraints). Thematic analysis of the interviews led to the identification of several themes. Depending on their analytic scope and explanatory strength, themes were categorized as either "main themes" or as "subthemes," with the former being analytically inclusive of the latter. In this section the two main themes identified in the analysis are presented as subheadings (see Themes 1 and 2 further on) while their corresponding subthemes are presented in italic.
In the following sections, we present each main theme by providing a broad description, followed by an elaboration of each theme in terms of its constituent subtheme(s), including evidence from respondents' verbal accounts. It is important to note, however, that while the following presentation of (sub)themes is unavoidably sequential, this masks the fact that there was a certain degree of overlap between themes. Both Themes 1 and 2 reflect qualitative aspects associated with participants' general experiences of life in care (in line with research objective 1).
The relevance of the group activity under consideration here for these experiences (in line with research objective 2) is elaborated under Theme 2.
Theme 1: The Care Home as "Home"
Residential care institutions seek to provide services that meet their residents' daily needs.
Despite these efforts, these settings are frequently portrayed negatively-a fact of which residents themselves are often aware ("I read in the paper, there was a story about bad care homes," Stan, 89).
1 Whether interviewees eventually came to refer to their care home as "home" appeared to be contingent on various factors: personal, social, as well as structural.
Moving into residential care is frequently associated with loss, failing abilities, and disengagement from the world (Moss & Moss, 2007) . As a consequence, the notion of adjustment featured in interviewees' accounts of their experience.
( Here a move into residential care is associated with leaving one's previous life behind, thus requiring a period of acclimatization. Interestingly, the previous excerpt seems to reflect some process of adjustment "to being in here"-rather than to being "here"-which suggests, in this instance, that the care home is not (yet) experienced as "home." Moreover, "being in here" conveys a sense of the respondent's entrapment and, as such, foreshadows the confinement theme that will be discussed shortly. were associated with a tendency to draw a line between "us" (residents) and "them" (staff), resulting in the depersonalization of individual staff members. For example, depersonalized language was used when residents spoke about their experience of a lack of communication with staff ("They haven't said a word to us"), residents' lack of mobility ("Yes, they had to move us down"), or a shortage in staff ("They seem to be short of staff "). This particular use of language was evident in all transcripts and juxtaposes respondents' experiences of the care facility as "home"
or "family" with their experiences of it as an institution clearly divided between residents and staff (with their respective, competing needs). This analysis speaks to our first research objective and suggests that initial adjustment as well as ongoing social relations, especially with care home staff, play a crucial role in shaping older adults' experiences of living in residential care.
The significance of social relations, albeit with other residents rather than with staff, also formed an important aspect (i.e., subtheme) of Theme 2. As will become evident shortly, here the gentlemen's and ladies' clubs played a crucial role in fostering positive relationships among residents. However, before examining the relevance of these gender clubs for social relations and well-being among residents, one recurrent theme in respondents' descriptions of their general experiences of life in care needs to be examined, namely their sense of "being stuck."
Theme 2: "Being Stuck"
Although there was undoubtedly variation in participants' accounts of their experienceswith some residents reporting positive aspects associated with living in care (see previously)-the one experience that interviewees seemed to share was a sense of "being stuck."
We are stuck in here day after day. . . . You sit here and you just wait to die. (Phyllis, 92) "Being stuck" was an in vivo theme (i.e., interviewees frequently used this particular expression, or close variants of it) in the majority of transcripts. This participant's account of being "stuck in here" and "just wait [ing] to die" paints a powerful image of a resident's entrapment, (enforced) passivity, and sense of resignation. The idea of "being stuck," in turn, encompassed several subthemes: in many cases and as already suggested earlier, it expressed quite literally a sense of physical confinement in a particular space/place, characterized by a lack of mobility and activity. However, this theme also portrayed confinement in a psychological sense in so far as it related to (a lack of) control or autonomy. Finally, as will be shown further on, participants' accounts of "being stuck" were often closely linked with, and counteracted by, their experiences of the social intervention under consideration here as part of our second research objective. In this way, participation in the gentlemen's and ladies' clubs seemed to provide a means of becoming "unstuck" through creating the opportunity for developing social relations among residents.
Following, each of these aspects or subthemes are elaborated in turn.
Evidence for participants' sense of physical confinement emerged in many descriptions of a general lack of mobility or physical activity.
'Cause we sit for hours and don't speak to no-one. 'Cause you-what do you say? You said it in the morning. Then this afternoon you had nothing to say. (Cathy, 90)
Here the participant's lack of physical mobility or activity ("we sit for hours") and thus the monotony of daily life in care are directly linked to the absence of meaningful social interactions or communication with other residents ("you had nothing to say"). In other words, interviewees regarded their physical inactivity as having a direct impact on their well-being, leading to an increased feeling of social isolation (e.g., "I mean it's a care home, you know-I get left very much to my own devices," Stan, 89).
Analysis also suggested that for many interviewees a lack of mobility or physical activity and the resultant sense of confinement contributed to an increased feeling of dependency on staff. This, in turn, was associated with a loss of control-a subtheme that will be discussed shortly. The important issue to note here is that, for some participants, their perceived confinement was rather literal and was caused by structural changes in the care home environment. As one interviewee put it: We say it's like being in a dungeon down here. (Pamela, 76)
The "dungeon" in question here, in fact, was the lower ground floor in one particular care
home to which more able residents were moved. This was done to allow residents with dementia to have ready access to physically open space with the understanding that more able residents could ask staff to help them up to the first floor via the stairs or elevator. Nevertheless, this had the unfortunate consequence of increasing the perceptions of confinement and reducing feelings of control among residents. As a consequence, the ensuing move was experienced as distressing by those residents who now lived in an environment (the "dungeon") that had originally been designed to protect adults with dementia. These structural changes had a noticeable impact on residents'
well-being.
Oh I was much happier upstairs than down here. I don't like it down here, there is nowhere to walk. . . . I think that people think we will be happy sitting doing nothing. But it doesn't appeal to me, I like exercise. (Phyllis, 92)
Here the lack of physical mobility or activity is not only related to a sense of confinementdue to the structural layout of the care home-but it also taps into the stereotypical assumption that older adults lack interest in physical activity (Moss & Moss, 2007) .
As signposted previously, "being stuck" or confined was often countered by residents' positive recollections of participation in either the gentlemen's or ladies' clubs. In this way, the group activity provided an important, and at times essential, means of counteracting this sense of confinement. As one respondent put it:
I think it's [the gentlemen's club] essential. I mean when you're confined to a place like this. I looked forward to it greatly. . . . Yes, we become a team, a team. (Ted, 88)
The gentlemen's and ladies' clubs were experienced as positive by all interviewees who had participated in this social intervention. As this quote suggests, they were seen as an essential antidote to a general lack of activity and social isolation. However, the previous excerpt also alludes to a perhaps more fundamental social psychological process, namely the clubs' abilities to foster social relations among residents and to create a sense of belonging to a group ("we become a team"). Engagement with the gender-based clubs allowed residents to forge friendships with one another (Interviewer: "Were you friends with Bill and Reg before . . . ? Stan: "No, no it was through the men's club.") that seemed to continue even after the withdrawal of the social intervention for funding reasons. We shall return to this issue shortly.
As already suggested, the theme of "being stuck" not only described participants' sense of physical confinement (i.e., lack of mobility or activity) but also encompassed a sense of psychological entrapment that was expressed in terms of (a lack of) control or autonomy. In fact, lack of control is a common theme that has been identified in a number of studies with older adults in residential care (e.g., Joseph Rowntree Foundation, 2009; Langer & Rodin, 1976) , where findings suggest that living in care often fails to provide residents with a sense of autonomy in daily life (e.g., control over everyday activities such as going for a walk, choosing food, or making decisions about how to structure one's day). In our participants' accounts of their experiences, issues of control frequently manifested as a sense of (physical) dependency on others, particularly on staff.
But you know somebody has got to take you every time you want to go anywhere. You know, whether you want to, somebody has got to take you up there [to the ground floor]. (Pamela,
76)
In this example, the participant's dependence on staff-and the resultant lack of autonomyis a direct function of the structural features of the care facility (e.g., the previous excerpt, "We say it's like being in a dungeon down here"), which, in turn, severely limit residents' physical mobility ("somebody has to take you every time you want to go anywhere"). Dependency, physical mobility, and lack of control or autonomy therefore appear to be intimately linked. In many participants' accounts, this lack of autonomy was contrasted by assertions of independence and the need to be recognized as autonomous individuals (e.g., "I don't just let people order me about-'do this, do that, do the other,' you know," Stan, 89; "I mean, we have a mind of our own," Fred, 84). In other words, despite the physical constraints older adults living in care might face, residents stressed their individual agency, requesting to be recognized as independent decision makers.
Notably the subtheme of control-especially in terms of independent decision makingfrequently emerged within respondents' descriptions of participating in the gentlemen's and ladies'
clubs. The social intervention appeared to play a significant role in fostering a sense of autonomy and control among participants by allowing them to make their own decisions, even if on a small The provision of choice or control ("we get to decide") was repeatedly stressed as a significant feature of the social clubs and was clearly linked to an enhanced sense of well-being ("we can have a good time"). Conversely, the withdrawal of the social intervention was associated with a loss of autonomy.
I wish they would get the outings [the gender-based social clubs] up and running again, cause I mean, we can't do anything about it, it's not up to us, is it? (Rose, 77)
Here the withdrawal of the social clubs is not only regarded as a loss of activity, but is also associated with a sense of powerlessness ("we can't do anything about it, it's not up to us").
We have already alluded to the social intervention's function in terms of fostering social relations among residents and creating a sense of group belonging. Again, the importance of having a degree of control is evident here ("we could buy things there if we wanted to"). More importantly, the quote hints at a sense of freedom in terms of mobility or activity ("we could always walk around the shops"). This seems rather intriguing in this particular context because this participant was, in fact, a wheelchair user who also had difficulties using her hands (i.e., she required assistance with pushing the chair). Objectively, her mobility with regard to "walk [ing] around the shops" would therefore have been severely compromised. Yet, subjectively, the club's outings seemed to afford a tangible sense of physical freedom, as the continuation of Phyllis's account demonstrates. Here a powerful image is created: a blind woman pushing another woman's wheelchair, with directions being issued by the latter. It is the combination of both women's abilities-in other words, "becom[ing] a team"-that enables them to overcome their individual physical limitations.
This, in turn, allows them to move more freely and adds to a greater sense of well-being ("we used to enjoy that"). In this way, the social relations fostered among residents not only counteract individuals' social isolation and lack of control but also transcend their physical confinement. Here, the social relations forged by participation in the club are quite literally enabling residents to become "unstuck." This, then, is diametrically opposed to "sit [ting] here, just wait [ing] to die."
In sum, this analysis suggests that a sense of physical as well as psychological confinement plays a crucial part in shaping residents' experiences. Participation in the social intervention under consideration here seemed to reduce this sense of confinement, thus contributing to an increased sense of well-being-at least temporarily-via enhanced control and social engagement.
Discussion and conclusion
This interview study explored older adults' subjective experiences of living in long-term residential care and, in particular, their experiences of participation in a social group intervention (i.e., the gentlemen's and ladies' clubs). Two overarching themes emerged from the interviews.
First, findings suggested that quality of life in care was closely related to the perception of "the care home as home." Second, living in residential care was frequently associated with "being stuck."
Both of these themes related to older adults' well-being. The study's findings highlight the importance of involvement in group activities, especially for counteracting a sense of diminished well-being as a function of a loss of control and autonomy.
The first main theme-the "care home as home"-consisted of two (interrelated) subthemes, namely adjustment and social relations with staff. Adjustment to life in care seemed to be achieved primarily through positive social relations with care staff, highlighting the importance of interpersonal relationships between care staff and residents. This finding is in line with previous research emphasizing the maintenance of social relationships in general as an important aspect of older adults' quality of life (Bowling & Gabriel, 2007) . While adjustment to life in care can be perceived as challenging (Iwasiw et al., 2003) , it can also be facilitated through meaningful staffresident relationships. Despite the existence of research addressing the relationship between care in general and quality of life (Hannan, Norman, & Redfern, 2001) , there is surprisingly little work on the specific links between life quality and residents' personal relationships with staff. Future research in this domain might therefore prove fruitful.
The second main theme emerging from the analysis-"being stuck"-was associated with negative experiences of living in care and, in particular, was characterized by residents' sense of physical and psychological confinement. Notably, participants' accounts conveyed a general sense of a lack of control and decision-making power. This, then, raises questions about the impact such feelings might have on residents' overall sense of integrity and their self-perceptions as independent, active, or resourceful persons (Langer & Rodin, 1976) . Importantly, the current findings also suggest that the social intervention under consideration allowed participants to regain a sense of control and to reinstate their decision-making power. The group intervention allowed participants to develop social relations with other residents (and staff)-another subtheme identified here. Residents described the development of friendships and social support as a function of their participation in the social clubs. Overall, the gender-based intervention appeared to be an important vehicle for creating positive relationships with others, enabling residents to use their combined strength and abilities to compensate for individual limitations. Thus, collective engagement seemed central to enhancing residents' quality of life.
As already stated, the group intervention was unexpectedly discontinued during the course of this research-and residents evidently missed the clubs. Their discontinuation and the absence of other meaningful opportunities for social engagement echo other findings (Hancock, Woods, Challis, & Orrell, 2006; Harmer & Orrell, 2008) . Due to staffing and funding constraints, enabling social activities in care is not always considered a priority. Under such constraints, social activities are often the first in line to be cut, leading to an (over)emphasis on physical care over psychosocial care. There can be an implicit assumption that ageing is naturally accompanied by a reduced need for general activity and social contact (Cumming, Dean, Newell, & McCaffrey, 1960; Gilleard & Higgs, 2000; Kitwood, 1997) -an overemphasis on physical care could thus be a reflection of broader stereotypes surrounding old age (Kite, Stockdale, Whitley, & Johnson, 2005) . Yet, the current analysis suggests that the provision of good care goes beyond simply meeting physical needs. Well-being in care also requires residents' involvement in meaningful social activities that foster a sense of belonging and autonomy.
In particular, the group intervention examined in this study seemed to meet some fundamental psychological needs. Residents felt enabled by participating in this intervention, perceived themselves to have greater choice and autonomy, and expressed a greater sense of belonging. Kitwood (1997) identifies all of these factors as critical in delivering person-centered care. The present findings are therefore consistent with previous claims that group-based activities are an important vehicle for delivering meaningful and engaging opportunities for older adultsparticularly with regard to maintaining well-being and counteracting negative experiences (Gleibs et al., 2011b) .
In this context, it might therefore be argued that social activities that emphasize creating a meaningful and purposeful group or community are especially beneficial. In fact, there is emerging evidence, drawn from a range of group activities, in support of this claim. Studies on group interventions focusing on such diverse activities as, for example, reminiscence Haslam, Haslam, Ysseldyk, McCloskey, Pfisterer, & Brown, in press-b) , decision making (Haslam, Haslam, Knight et al., 2014; Knight et al., 2010) , and water intake (Gleibs et al., 2011a) have demonstrated an enhanced a sense of belongingness, compared to individually focused interventions. In addition, group activities have been shown to provide a better basis for maintaining psychological well-being and engagement with others in care.
However, our capacity to draw definitive conclusions on the basis of these findings is clearly limited. In particular the study's sample size was small and this, in turn, placed some constraints on the analysis and findings. Moreover, although the main findings of this study are consistent with previous theorizing and empirical work, further research is needed to show explicitly how wellbeing would have been influenced by the continuation of the social activity. Another concern might be that our sample comprised exclusively White British participants, and we did not request information about sexual orientation. Thus, while we argue that greater social engagement will protect well-being, we assume this on the basis of a relatively homogenous group of participants with no apparent cultural diversity.
In the present case, the absence of diversity within the sample is largely a reflection of resource constraints and geographic location. Relatedly, it also reflects the logistical challenges involved in conducting studies of this form. Importantly, though, we believe that the present study provides evidence that can be used as a basis both for conducting further research to test the ideas that we have outlined and providing some direction in addressing the question of what constitutes meaningful activity in residential care (Harmer & Orrell, 2008) , highlighting the importance of group activities for well-being (e.g., Forsman, Schierenbeck, & Wahlbeck, 2011) .
Future research might consider easy-to-implement social group interventions that involve residents, meaningfully and collectively, in decisions that have an impact on their lives. This could include involvement in meal planning and preparation, group outings, and gardening (e.g., Rodin & Langer, 1977 , 1996 . These activities could be organized and run by residents themselves or their family members. Such involvement in collective decisions about the social environment would seem to be a rather simple way of making residents feel "at home" and thereby enhancing their psychological functioning (see Haslam, Haslam, Knight et al., 2014) .
Our findings correspond to the growing social identity literature, which argues that meaningful social groups (and their underlying identities) are not only central to life experience but also crucial for health and well-being (see ). In the current context, the creation of the social clubs enabled residents to counteract experiences of marginalization and loss of control by means of facilitating a sense of social identity (i.e., identification with others). Thus, the gender-based groups were perceived as a source of social support, and participation in them provided both a sense of control and a means of becoming "unstuck."
Older people in residential care often experience limited control over their own decisions and life situation. There is also a power imbalance between those who provide care and support and those who receive it. Relatively low-cost group interventions, such the clubs examined here, can provide residents with a sense of autonomy and belonging as well as social support. Maintenance of individual autonomy and social embeddedness seems crucial for well-being and thus for the delivery of good care. Good practice should therefore enable voice, choice, control, and social belonging (e.g., Joseph Rowntree Foundation, 2009). Resident-oriented social interventions of the form we propose here can promote each of these aspects of practice and do so in a way that optimizes health and well-being.
